veyed households containing children under five years of age. The interviewers collected information on personal and demographic characteristics, health knowledge, contraceptive use, birth history, eating habits and a number of other subjects.
Socioeconomic status could not be estimated by use of such conventional measures as income and education, since these were difficult to establish in Zaire. Instead, indicators of the physical quality of life, based mainly on the presence or absence of particular knowledge or certain household goods, was used to represent socioeconomic status. Indices were constructed to determine ideal and average ratios of weight to age and weight to height. An index of mothers' use of health services and of their health knowledge was constructed from a number of questions included in the survey. These two factors, along with socioeconomic status, migrational status, maternal age, family size and other measures thought to be related to nutritional status, were used as independent variables in a logistic regression analysis. The results showed that if children whose weight-to-age ratio is less than 90 percent of the minimum expected ratio are considered chronically malnourished, then about half of the 2,100 children from Kinshasa who were studied were malnourished. If chronic malnutrition is defined as being at less than 75 percent of the minimum weight/age ratio, then onethird of the children could be classified as malnourished. The regression analysis indicated that the three most important variables for predicting malnutrition were the family's socioeconomic status, the size of the family and the use of health services by the child's mother.
However, we also analyzed the relationship between family size and nutrition according to socioeconomic status. In each of the socioeconomic groupings, nutritional status tended to be higher among small families than among larger families, and the association appeared especially strong in the lowest of the class groupings. Although these findings were only marginally significant, the consistency of the relationship and the gravity of the outcome reinforce our argument about the importance of limiting family size.
Implications
We believe that these results have important implications for those who plan development programs in African nations. First, it must be remembered that the general characteristics of this survey population were about the same as those of the population at risk of malnutrition across all of Zaire. That important differences exist within a group of people who appear to be relatively homogeneous with respect to income may be due to any number of background factors, including broken families, poor child-care skills or an inability to function in an urban environment. Subtle differences such as these must be taken into account when planning a nutrition intervention.
Of the major variables that emerged as predictors of chronic levels of malnutrition, two can be considered relatively insensitive to short-term intervention. The most obvious of these is socioeconomic status. If world economic trends continue, Zaire is unlikely to gain sufficient capital or human resources to achieve radical improvements in individuals' living conditions in the near future. It might be more feasible to increase women's use of maternal health services, but this also depends upon making health services available for a large urban population. At present, the overall level of health services for mothers and children is very low in Zaire, and because of the chronic lack of resources, it is unlikely that much will be done soon to improve the situation.
Thus, of the three key predictors of chronic malnutrition, only one-family size-appears to have the potential for short-term change. A presentation in support of family planning services was made to officials of the Ministry of Health and to other important Zairian policy-makers. Given the country's strong feelings of nationalism and large Catholic minority, as well as low levels of contraceptive use and family planning activity, we expected resistance to our recommendation. However, the use of nutritional data to support the argument in favor of family planning convinced many members of the government, and the availability of family planning funds through the AID generated further interest.
Another important influence on the decision to support family planning as a health and nutrition intervention was that the National Nutrition Planning Center had been the source of the data and that Zairian scientists had been deeply involved in the preparation of the results. In the end, the government of Zaire proved to be surprisingly open to the implementation of a relatively highprofile family planning program as part of its overall health strategy. A positive reference to family planning was included in the 1982 five-year plan, and since 1980, Zaire has been the site of much new activity in family planning.
We believe that a similar strategy could be implemented throughout francophone Africa, admittedly one of the most difficult areas in which to initiate family planning programs. In countries where childhood malnutrition has been shown to be a major cause of mortality-as is the case in many African nations-it can be demonstrated that the most feasible nutrition intervention is family planning.
However, studies undertaken to show the multivariate nature of malnutrition need to originate from within the country and must be legitimized by the participation of prestigious government-related research institutions and local scientists. The results need to be presented in the form of scientific data to the top-level technical decision-makers in the ministries of health and family planning, which often have well-trained, methodologically sophisticated leaders. Many national planners are trained economists who understand multivariate techniques, while others have advisors who have had such training.
We believe that family planning programs should be only one component of a multilevel attempt to improve nutrition and health in Africa. Furthermore, the linkage of family planning activities to other nutrition interventions, be they well-baby centers or maternal and child health care programs, should be encouraged. With strong evidence that family planning has a direct impact on nutritional status, there should be a new drive to integrate population and nutrition programs, with a specific focus on the African subcontinent.
